Introduction
============

The use of eHealth has shown promising results in various mental health treatments \[[@ref1]\], especially when guidance from a care provider is included \[[@ref2]-[@ref4]\]. eHealth also provides opportunities for self-management and continuity of care. This combination of advantages of online and offline guidance and treatment render positive outcomes, making it a good alternative to regular face-to-face treatment \[[@ref5]\].

In recent studies, this care provider guidance is mostly offered through email. Still, in order to offer patients the "best of both worlds," the use of *blended* treatments, in which a combination of online (or mobile) components and face-to-face components is applied, is rising in clinical practice as well. Blended treatment or blended care is described in literature as "technology-supported care." However, a clear definition of what blended care precisely withholds is currently unavailable, because blended care is operationalized in various ways. Studies have been performed on computer-assisted therapy as a partial replacement of face-to-face sessions (sessions become shorter, not less frequent) \[[@ref6]\]; unguided self-help modules combined with (scripted) face-to-face sessions to reflect on the progress of online treatment programs with a therapist \[[@ref7]\]; and online modules as an addition to face-to-face depression treatment sessions \[[@ref8]\]. Literature shows that blended care treatment can offer synchronous or asynchronous guidance, support via online guidance or self-help modules, and can apply personal or automated feedback and support, with promising effects \[[@ref9]\]. Nevertheless, studies have shown that online and face-to-face treatments are often not integrated, but rather online components are used as an addition to regular therapy \[[@ref3],[@ref10],[@ref11]\]. Moreover, often no rationale for applying specific blends of online and face-to-face treatment components is provided. These descriptions reflect the role of technology as supportive to traditional treatment, and do not acknowledge the potential equal contribution of both modalities of care.

To define blended mental health treatment and to decide which face-to-face components can be replaced by online modules is difficult. Up until now, only a fraction of all possible applications of blended treatment in mental health care has been explored and described. Previous research shows that there is a lack of knowledge on what exactly constitutes blended care, who can benefit from it, and how blended treatments should be set up \[[@ref12]\]. This lack of research into the "ingredients" of proper blended care makes it hard to determine the effectiveness of this form of treatment and to advance implementation of blended care in practice. More specifically, questions like "what works for whom, and in what blend?" need to be answered. Therefore, the aim of this article is to describe postulates for blended care and to propose a strategy to implement blended care in a clinical setting based on predictors of successful online treatment that can be assessed previous to or during treatment.

Our viewpoint and postulates are based on previous research on the uptake of blended care and implementation of eHealth applications and e(mental) care in secondary care practice \[[@ref12]-[@ref14]\]. In a former study, we investigated barriers and facilitators to blended care \[[@ref12]\]. First, we considered studies on types (operationalization) of blended care, and asked patients and therapists what their preferences for certain blended treatment configuration are, in a Delphi study \[[@ref12]\]. These results showed that patients and therapists differ in their preference for division of online and face-to-face components. Besides, therapist did not have clear ideas on how online treatment can support face-to-face treatment; they asked for a guidance on how to blend online and offline care. This shows that adequate information and discussions between patient and therapist regarding the treatment operationalization are essential to enhance understanding and agreement on proper treatment. Further, therapists reported that the complexity of patients' problems calls for a tailored blended treatment. What parts of treatment can best be offered online or face-to-face can differ between patients (based on ability, preference, severity, and type of problems) and should thus be considered for each patient individually. These findings indicate that blended treatment is no fixed formula, and should be approached as an opportunity to integrate treatment modalities to reach a proper, tailored treatment plan. We describe the postulates for blended care that describe how blended care can fulfill this goal.

Postulates for Blended Care
===========================

To propose a definition of blended care, in which online and face-to-face components are used to their fullest potential to create an optimal combination, we defined the following postulates, based on our research in eHealth and blended care \[[@ref12],[@ref13]\]:

1.  The term "blended" refers to an integration of online and offline components in a treatment process. This means that online and offline components are interconnected in some way and not standalone treatment pathways \[[@ref12]\].

2.  Both the technology and face-to-face modalities contribute substantively and procedurally to the treatment process. This means that the use of online components contributes equally to the therapy as face-to-face components do \[[@ref12]\].

3.  In addition, online components should be carefully selected and adjusted to the treatment process and progress. This means that a standard 50:50 ratio of online and face-to-face care does not (always) suffice. Rather, weighing reasons and carefully deciding to apply one modality or the other are called for, while keeping a close look on the interrelatedness of both treatment modalities \[[@ref12]\].

4.  The integration of offline and online components should be based on the protocol for treatment, the capacities of technology to motivate and support patients to follow the treatment process, and the characteristics and capabilities of patients to receive and participate in online treatment \[[@ref13]\]. This means that blended care is dynamic and flexible, as technology has the capacity to present the content in a nonlinear and dynamic way using text, images, interactive assignments, etc. Furthermore, it enables monitoring of online activities to intervene in an early stage when needed \[[@ref13]\].

5.  Therapists must consider the rationale for providing face-to-face and/or online modalities, following discussions with the patient to assure the fit between technology and the end users \[[@ref13]\].

With these postulates in mind, a rationale for applying, developing, and researching blended mental health care is provided.

What Is Needed to Benefit From Blended Mental Health Treatment?
===============================================================

To translate these postulates into an instrument that summarizes relevant considerations in setting up blended treatment and guides therapists and clients through the process of jointly discussing and setting up blended treatment, we performed an additional literature search aimed at identifying predictors of blended treatment success. Only by knowing what variables play a role in desirable reach, use, and adherence of online therapy, the fit between a patient and a combination of online and face-to-face therapy can be created. A literature search on predictors of successful online treatment for depression showed that various variables play a part in the process of therapy use, adherence, and success (for a complete overview, see [Multimedia Appendix 1](#app1){ref-type="app"}). First of all, people who have access to certain practical resources, are able to benefit from it. These resources include Internet access \[[@ref15],[@ref16]\], a computer \[[@ref15],[@ref16]\], and a place to work in safety and privacy \[[@ref16]\]. In addition, having experience with computers and the Internet \[[@ref16]\] and sufficient eHealth literacy \[[@ref15],[@ref16]\] are necessary for online mental health treatment. Having enough time to integrate the treatment into (daily) life routine also facilitates online care \[[@ref17],[@ref18]\]. Social resources are important for a successful treatment as well: support from a partner (or someone in the immediate vicinity of the patient) can improve discipline to use eHealth \[[@ref16],[@ref17]\]. On a personal level, motivation and willingness to complete online therapy \[[@ref17]-[@ref20]\], trust in and credibility of the therapy \[[@ref17],[@ref20]-[@ref22]\], and need for support \[[@ref17]\] during therapy all contribute to successful blended treatment. Independency, being disciplined, and being able to work in a structured way are also influential to treatment success \[[@ref20]\]. Finally, personality traits have been reported to be associated with online treatment outcomes, as well as with locus of control, self-determination, and commitment and involvement in therapy \[[@ref23]-[@ref26]\]. Overall, these findings show that besides the practical necessities such as having a computer and Internet access, most predictors are facilitators rather than prerequisites for blended treatment, when treatment can be attuned to these particular characteristics.

To validate these facilitators for blended care, we invited health care professionals to discuss the rationale for the development of the instrument. We conducted a focus group in which 5 therapists (3 males) participated. These therapists are (mainly) experienced in treating patients with mood and anxiety disorders, personality disorders, and have (self-proclaimed) previous experience with eMental health treatment. In addition, we held individual interviews with 14 therapists (7 males), who had varying levels of experience in online or blended treatment. These clinical psychologists are (mainly) experienced in treating patients with mood and anxiety disorders, personality disorders, and developmental disorders. One of these therapists worked as a manager. These consultations with secondary health care therapists were essential to apply a practice-driven scope to the predictors we identified in literature. The focus of these iterative consultations was to assess how the predictors can be used in practice to help predict and anticipate blended treatment success. These discussions revealed that in practice, very few criteria make people fully unfit to benefit from blended mental health treatment: presence of practical barriers (no computer or Internet access, no place to work) and insufficient (cognitive) skills (intelligence quotient and Internet skills that do not match the program's minimal requirements). Rather, therapists claim that adjusting the treatment to a person's specific situation, needs, and abilities is an important predictor of treatment success. This is in line with what was found in our earlier study among both therapists and patients, that is, a discussion between patient and therapist is essential \[[@ref12]\].

Therefore, to facilitate this dialogue on how to jointly decide on the configuration of the blended treatment, we created a shared decision-making instrument (Fit for Blended Care). This instrument addresses the topics regarding the needs, characteristics, and skills of an individual that need to be discussed to enable therapists and patients to decide in which way blended therapy can best be applied. During the developmental process of the instrument, formative evaluations \[[@ref13]\] were conducted with follow-up focus groups consisting of 5 therapists. One of these participants is male; all therapists are experienced in treating patients with substance-related disorders and in eMental health treatment. In addition, 2 clients (both treated for personality disorder; one of them is male) were interviewed. The interviews and focus groups were done to cocreate and assure a fit between the content of the instrument and actual practice. These consultations provided input on formulation on the questions, and also on how such content and system would preferably be applied by care providers in clinical practice. This led to the insight that strict formulation of topics (by providing checklist rules; "yes/no" answers) leaves too little room for interpretation of the specific situation of the patient. Issues with specific items (in what situation would crisis or suicidality actually be a risk for starting or receiving blended treatment) continued to surface in our discussions, stressing the need for therapists to make their own assessment of the risks and discussing these with the patient and documenting the outcome of the discussion. In conclusion, care providers preferred checklist topics to start a shared decision-making process with their patients on the use and distribution of online care components.

An Instrument for Implementation in Practice
--------------------------------------------

To support therapists and patients in outlining a fitting blended treatment, we created an instrument to assist a guided dialogue between therapists and patients, which is needed to shape and set up the blended treatment in such way that it matches patient characteristics (including abilities, needs, and preferences), according to our postulates, prior experiences with blended care \[[@ref12]\], and underlying eHealth approach \[[@ref13]\]. The aim of the instrument is to provide input for a conversation that leads to shared decision making on blended treatment setup, and creates awareness among both patient and therapist regarding issues that are relevant to blended treatment success. Because of the (preferably) natural course of such shared decision making, no checklist rules are provided. Rather, the topics that need to be discussed or those that patient and therapist should be aware of are summarized. This way, the topics (concepts) can be operationalized by therapists to match their own working definitions.

The "Fit for Blended Care" instrument consists of four main parts: (1) *prerequisites*, which are items on (mostly practical) preconditions that need to be met to be able to start blended treatment (9 items); (2) *possible barriers*, which are items on issues that might hinder blended treatment (5 items); (3) *possible facilitators*, which are items on issues that can facilitate blended treatment, and should be considered when deciding to start a blended treatment (6 items). (4) *advice overview*, an (written) overview of the possible barriers and facilitators that prompts therapists and patients to discuss and decide on the composition of blended treatment. Every item (barriers and facilitators) is linked to a specific advice, which can be considered if the item proved to be relevant (based on the answers and discussion). The advice describes how to deal with facilitators and barriers to blended treatment. Furthermore, it provides suggestions for additional agreements on what to do if a problem related to barriers presents itself. The therapist and patient discuss these outcomes prior to the start of treatment and use the discussion to make agreements on what type of blended care the patient receives. Some of the items can be answered in advance by the therapist or by the patient (eg, before or during intake) to facilitate and speed up the process. Currently, the full content of the instrument (items and advice) is available in Dutch \[[@ref27]\]. [Textbox 1](#box1){ref-type="boxed-text"} provides an overview of the instrument items in English. An additional rationale per item is included in [Multimedia Appendix 2](#app2){ref-type="app"}.

###### Fit for Blended Care instrument overview (in English).

Therapist checks

1.1. Are appropriate online modules available related to the main symptoms/diagnosis of the patient?

1.2. Is there absence of (current) crisis (eg, severe suicidality or psychotic symptoms)?

1.3. Is there absence of an acute medical care need (that may hinder the patient's ability to independently work on his/her treatment?)

1.4. Is the patient's intelligence quotient match sufficient for the blended treatment content?

Patient checks

1.5. Does he/she have computer access?

1.6. Does he/she have Internet access?

1.7. Does he/she have a private, safe place to work?

1.8. Does he/she have sufficient Internet skills?

Patient and therapist discussions:

1.9. Does the patient have sufficient writing (expression) skills?

2.1. The patient's motivation and trust

2.2. The patient's risk of crisis

2.3. Cognitive problems that may hinder treatment

2.4. Psychosocial problems that may hinder treatment

2.5. Other issues/comorbidity that may hinder treatment

3.1. Whether they have (or chances on having) a good therapeutic/working relation

3.2. Practical reasons for preferring blended care, e.g., saving on cost and time, comfort.

3.3. Possible other reasons for preferring blended care such as stigma or safety issues (shame of having to enter a clinic, discussing reason for taking time off work with employer, fears of going out into public to travel to a clinic)

3.4. The likeliness of being able to be open in online communication

3.5. Is the patient conscientious?

3.6. Does the patient have a social support network?

Implications for Research and Practice
======================================

Blended mental health care may have some important advantages over face-to-face therapy. The client is encouraged to continue his or her treatment between the sessions with the therapist in a structured way. Likewise, blended care has advantages over online therapy because it enables personal guidance (face-to-face) when needed, and possibly a better adherence to treatment. This may make blended care treatments more cost-effective than face-to-face therapies. Moreover, the possibility to work on their mental health between sessions encourages clients' trust in their own abilities to self-manage and adapt, which are defined as core aspects of health \[[@ref28]\]. These skills are supported by and united with blended treatment programs. Within a context of a large number of people suffering from mental health problems and limited professional resources, blended mental health care may offer treatment modalities that are both effective and affordable. However, more research and innovation is warranted to decide what blend is preferred by clients and therapists in certain situations.

Implications for Research
-------------------------

A rapidly growing number of meta-analyses demonstrate the efficacy of both face-to-face and online treatments for psychological disorders \[[@ref29],[@ref30]\]. However, the implications of using technology to support online treatments have hardly been studied yet. It is recommended to compare blended care treatments with current state-of-the-art, face-to-face treatments, to study whether similar effects can be obtained at lower costs and with similar client satisfaction. In addition, attention should be paid to understand which form blended care is effective and why, not overlooking the special role technology design has in such studies.

At present, little is known about this. Therefore, we have created an instrument that supports decision making in the preferred format for blended treatment. The effects of using this instrument and the underlying motivations and mechanisms on decision making should be studied.

Implications for Practice
-------------------------

Blended mental health care is increasingly being applied and therapists and patients are discovering the opportunities of adding technology to treatment. The use of information and communication technology inherently calls for personalization of care; it offers a multitude of possibilities for tailored, personal treatment. This process of adjusting the design and content of treatment to patient (and therapist) needs and preferences is facilitated by technology. However, not much is known about why certain "blends" of design and content are chosen and applied, and with what rationale. Based on experiences from practice (best practices), and the postulates and instrument we provide, a well-thought rationale for blended care can be applied. The use of the postulates can support a therapist's or organization's own approach to blended care, and likewise, the instrument may facilitate implementation and actual execution of blended treatment. It was created to support practice and create awareness about topics relevant for (starting) blended treatment.

Conclusions
-----------

Blended care offers new possibilities in terms of personalized mental health care treatment. Technology can (at least partially) replace face-to-face contact. Blended care invites patients and therapists to think about personal needs and preferences, for an optimally personalized treatment that can enhance the self-management of patients and translation of treatment into daily life. However, to reach the full potential of blended care, more insight is needed into what suits whom and how technology features and treatment operationalization via technology can be optimized. These fundamental issues should be of primary concern, as barriers for implementation and adherence lie within technology and organization of health care, not in specific patients or patient profiles \[[@ref13]\]. We invite scholars to discuss our findings and ideas and to explore the underlying mechanisms that explain why blended care is of added value, in what format and to whom.
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